COMPLETE RECTAL PROLAPSE TREATED BY 
VENTRO-FIXATION OF THE RECTUM. 


By ARNOLD CADDY, F.R.C.S. (Eng.), 

OF CALCUTTA, INDIA. 

T HE patient, Kusu Das, a Hindu, aged thirty-two, a native of 
Chanabali, in Orissa, came to me on September 14, 1894, with 
complete prolapse of his rectum. He was a house-servant by 
occupation. He stated that four years ago he noticed a slight extru¬ 
sion of the bowel on defecation ; this steadily increased in size. He 
was always able to replace the prolapse and retain it till the next call 
to stool; but latterly on the slightest exertion the rectum would come 
down. In consequence he was now unable to work, and he had 
steadily lost weight. In February, 1894, he had an attack of dysen¬ 
tery lasting one week, but he had never any previous attack. He 
never had any difficulty in micturition, his bowels were opened reg¬ 
ularly every day, he never suffered from constipation, and he had not 
been troubled with intestinal worms since infancy. The family his¬ 
tory was negative, and his habits of life were regular in the extreme. 
He had never touched alcohol in his life, and was almost entirely a 
vegetarian. 

On examination, he was a spare, poorly-nourished, delicate-look¬ 
ing man, apparently much older than his avowed age. He was five 
feet three and a* half inches in height, and weighed only seventy-nine 
pounds. There was a complete prolapse of the rectum, six inches in 
length, and eleven inches in circumference. The mucous membrane, 
which was in numerous circular folds, was covered with slimy mucus, 
and was bleeding slightly at several small points. There was no par¬ 
ticular pain or tenderness on handling the prolapse. The orifice of 
the bowel was directed towards the coccyx, it easily admitted the 
finger, and no thickening could be felt in any part of the prolapse on 
palpation with the finger in the bowel. In the lithotomy position the 
prolapse was with some difficulty replaced and retained. There was 
complete atony of the sphincter. There was no sign of any external 
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piles or rectal polypus. In front of the sternum was an irregular 
mass of keloid, and above the right nipple a second mass; both arose 
from scars produced in infancy. The heart and other organs were 
healthy, and the urine was normal. 

The patient consented to operation, and was prepared accord¬ 
ingly, an aperient being given, and the skin of the abdomen carefully 
cleaned. 

On September 16, in the presence of Dr. William Coulter, of this 
city, and of Surgeon-Captain W. C. Poole, A.M.S., chloroform was 
administered, and an incision was made three inches in length, parallel 
with and two inches internal to Poupart’s ligament, the omphalo- 
spinous line crossing the centre of the incision. The parietes, which 
were very thin, were carefully divided down to the peritoneum ; the 
bleeding was slight and easily stopped by torsion. The peritoneum 
was opened, and the large intestine was picked up. The gut was 
greatly hypertrophied, and the meso-sigmoid and meso-rectum were 
very long. The large intestine was followed along downward, and 
pulled until the upper part of the rectum was felt to be drawn up to 
the wound quite taut and straight. The forefinger was passed to the 
bottom of the recto-vesical fold, and the peritoneum could there be 
felt thrown into numerous pleats. The skin being retracted, two 
needles armed with stout-corded silk were passed through the abdom¬ 
inal muscles and peritoneum, one inch from the lower margin, and 
one-half inch from the two extremities of the original incision ; the 
needles were then passed and returned through the meso-rectum, and 
back again through the abdominal muscles; when tied they formed 
two strong mattress sutures. By this means the bowel was kept taut, 
and the prolapse reduced, also by fixing the meso-rectum to the lower 
margin of the incision the bowel hung over towards the middle line. 
The peritoneum was then united with fine silk sutures, which were 
also passed through the adjacent appendices epiploicae, with the view 
of strengthening the adhesions of the bowel to the abdominal wall. 
The muscles were then sutured separately with fine silk, and the skin 
with silkworm gut. The wound was dressed with boric acid gauze and 
salicylic wool, and a binder applied. 

The recovery from the operation was uncomplicated, except by 
a small stitch abscess, which appeared on the fifteenth day, and from 
which a few days later one of the silk sutures was discharged. He 
defecated daily without any recurrence of the prolapse. 

October 14. He was allowed to get up for the first time. Per 
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rectum, the sphincter had quite recovered its normal tone, and the 
bowel felt healthy in every respect. 

November 6. The patient weighed 104 pounds. There was no 
sign of recurrence of the prolapse, and the abdominal scar had already 
begun to show marked keloid thickening. There was no appear¬ 
ance of ventral hernia, and he had resumed work wearing a flannel 
belt. 


This operation was, I believe, first recommended by Mr. H. 
W. Allingham, of London, in 1888, in the fifth edition of the 
work he edited on “ Diseases of the Rectum,” p. 187. It recom¬ 
mended itself to me as the best procedure to follow in the above 
case in preference to all other operations. I did not consider 
that in his weak, delicate condition the patient would have borne 
the shock of excision of the prolapse. As it was, the shock was 
very slight and the haemorrhage practically;///. Again, there 
would have been great difficulty with him in maintaining strict 
asepticity in an anal wound. In the above operation the chance 
of acute bending of the bowel taking place at the fixation point 
was obviated by using two mattress sutures, two inches apart, to 
fix the meso-rectum. 

Calcutta is sorely handicapped by the want of a good med¬ 
ical reference library, and I can only find here one reference to a 
somewhat similar operation, performed by Dr. Kenneth McLeod, 
late of this city, 1 though, doubtless, others since 1888 have acted 
on Mr. H. W. Allingham’s suggestion for the operative treatment 
of these cases. 

McLeod’s case was in a Hindu, aged nineteen, who suffered 
from a large prolapse. Treatment by making linear eschars with 
the cautery having failed, after reducing the bowel, the left hand 
was passed into the rectum and pushed upward till it impinged 
against the abdominal wall. Two steel acupressure needles were 
then passed through the abdominal parietes into the bowel, and 
guided by the fingers of the left hand in the bowel were pushed 
on through the parietes again. A linear incision was then made 
in the skin and muscles over the bowel thus fixed up down to the 
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peritoneum. A triple row of silk sutures was passed through 
the parietal peritoneum bulging in the wound, and through the 
serous and muscular coats of the gut, the fingers in the bowel 
guiding the needle, and preventing perforation of the mucous 
coat. The skin and muscles were finally brought together again. 
In twenty-four hours the two needles were removed. The 
patient recovered, and the result was a complete success. 

In my case, where the bowel was hypertrophied and the 
peristaltic action very strong, it is doubtful if fine sutures passed 
through the outer coats of the bowel would have held without 
tearing through. This mishap I remember seeing in a case of 
inguinal colotomy for malignant stricture of the rectum, where 
in three days nearly all the sutures had been torn away from the 
abdominal incision by thfe strong peristaltic action of the hyper¬ 
trophied bowel. This would not have taken place if a strong 
meso-sigmoid suture had been passed to make a spur. 

In my case I considered thick silk sutures through the meso- 
rectum would meet every requirement. 

The openings into the bowel, made by the acupressure 
needles in McLeod’s method, might, perhaps, also have become 
stretched by the same peristaltic force and allowed of faecal 
extravasation. 



